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King’s Health Partners, UKAll medical classiﬁcations group patients into categories
that can be used to predict outcome, and therefore can
select patients who may beneﬁt from a speciﬁc treatment
regimen. The paradox of aortic dissection is that there are a
multitude of factors that affect outcome, some of which are
only just being deﬁned with new imaging techniques and
other methodologies. It has been recognised for some time
that the established anatomical classiﬁcations of aortic
dissection (DeBakey and Stanford) together with the chro-
nological division between acute and chronic dissection
(at 14 days) are outdated.
The management of aortic dissection changed signiﬁ-
cantly with the advent of endovascular treatment, and a
meta-analysis shows that these techniques have a much
lower mortality than open surgery in treating patients with
complicated acute type B aortic dissection.1 The premise of
endovascular repair is that by covering the primary entry
tear, the ﬂow in the false lumen will be reduced so
encouraging thrombosis, and the intra-luminal pressure will
fall thereby decreasing the risk of aortic expansion and
improving end-organ ischaemia.
The DISSECT classiﬁcation is an attempt to modernise the
classiﬁcation of aortic dissection to make it relevant to cli-
nicians of all disciplines treating patients with a combina-
tion of medical therapy together with open surgical and
endovascular techniques. One of the difﬁculties in trying to
select criteria for any new classiﬁcation, acknowledged in
the paper, is that our understanding of dissection is in its
infancy.2 Almost all clinical decisions are currently based on
static images from computed tomography because it is fast,
readily available and has excellent spatial resolution. Fea-
tures evaluated include the size of the false lumen, the total
aortic diameter, the amount of false lumen thrombus, and
the presence of aortic rupture and end-organ ischaemia.
However, there is increasing evidence that functional im-
aging, particularly using four-dimensional magnetic reso-
nance and ultrasound, gives a much richer data set which
can be used to measure haemodynamic information within
the false lumen.3,4 High resolution imaging has also shown
that each patient presenting with aortic dissection has a
unique set of ﬁndings, particularly in terms of the size and
location of the primary and secondary entry tears. This
information is important for the success of endovascularDOI of original article: http://dx.doi.org/10.1016/j.ejvs.2013.04.029
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http://dx.doi.org/10.1016/j.ejvs.2013.05.009repair and may help to reduce the high reintervention rate
suffered by patients with aortic dissection.5
At ﬁrst sight the DISSECT classiﬁcation is complex and un-
wieldy; however, all the major elements that need to be taken
into account in patients with dissection are included. Some are
more contentious thanothers,with thedivisionof theduration
ofdissection into three categories being themost controversial
(as recognised by the authors). There is widespread dissatis-
faction with the current division into acute and chronic based
on 14 days.The introduction of a sub-acute phase lasting from
14days to threemonths is also fairly arbitrary.The ability of the
aorta to remodel is one of the most important factors in the
success of endovascular repair.The duration of this plasticity is
likely to be patient-speciﬁc and movement of the dissection
ﬂap can be detected in some patients well after the three-
month limit of the proposed sub-acute phase. A classiﬁca-
tion based on the rigidity of the dissection ﬂap may be shown
in future to be more relevant than any set time limit.
Endovascular techniques will, in future, be applied to
dissections with the entry tear in the ascending aorta, and
will include complex devices incorporating aortic valve
components and branches for the coronary arteries.
Patient-speciﬁc treatment based on accurate individual risk
stratiﬁcation from functional imaging may well provide the
best way forward. A classiﬁcation system such as DISSECT
will undoubtedly continue to have an important role but
will need to be continually updated as new information
becomes available from high-quality clinical trials.REFERENCES
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